cell tumour has definite malignant potential; rapid growth characteristically causes it to abut a joint.
Secondary cysts are more problematic; the cyst can be mistaken for osteogenic sarcoma, or vice versa, with disastrous results. Cysts may be managed in three ways: (1) Radiotherapy. Existing studies show this to be the treatment of choice4. The dose of radiation required is small; approximately twice this dose is necessary to cure a giant cell tumour. (2) Surgery. Curettage with or without bone grafting gives good results, but recurrence is possible. (3) Expectant. Spontaneous remission occurs uncommonly.
In 1977, Gunterburg5 first suggested that giant cell tumours and aneurysmal cysts might be differentiated angiographically. Prando6 conducted a study which supports this; in 48 patients studied, the cysts were found to have predominantly avascular centres. This was true of only 10% of giant cell tumours. An 'avascular' angiogram is unlikely to represent a tumour with malignant potential, and hence a tumour circulation. Although the cyst cavities do contain stagnant, defibrinated blood, there are few functioning vessels.
The authors would therefore advocate the use of angiography when a-presumptive diagnosis of aneurysmal bone cyst is made and the cyst is juxtaarticular, so that curettage could compromise the joint. Further indications occur when the cyst is anatomically inaccessible, or the patient is unfit for surgery.
It is suggested that an 'avascular' angiogram under these circumstances should allow a radiotherapeutic cure to be achieved histologically 'blind'.
Angiography also clearly differentiates between the tumour circulation of an osteosarcoma and an avascular cyst; the tragedies which have resulted from the mutual confusion of these lesions should occur no longer. True endogenous enteroliths derived from bile salts may form in jejunal diverticula. It is uncommon for such an enterolith to be expelled from its diverticulum and cause intestinal obstruction.
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Case report A 58-year-old woman presented with intermittent central abdominal colic becoming progressively worse over 6 hours. She had vomited on five occasions and passed loose stool twice. This had been preceded by post-prandial epigastric discomfort, from which she had suffered for many years.
On examination she had generalized abdominal tenderness with some guarding in the left iliac fossa.
Abdominal X-rays showed a calcified opacity in the left iliac fossa and small bowel obstruction (Figure 1 postoperatively she was well and free from her longstanding indigestion. The stone ( Figure 2 ) was elliptoid, brownish, weighed 9.2 g, and had a hard outer rim with a crumbly, gritty centre. Light microscopy of a wet film showed most ofthe stone to be composed of irregularly shaped crystals which were doubly refractile under cross polarized light. The remaining substance was amorphous, brownish and non-refractile. No animal or vegetable material was seen.
X-ray energy dispersive spectroscopy (in a JEOL 35CF scanning electron microscope with a Kevex Unispec System 7000 XES unit) did not give a significant reading from the amorphous material (indicating it to be organic), but gave a strong signal for calcium alone from the crystals (indicating an organic calcium salt). The new technique of microscopic infrared spectroscopy' (in a Perkin Elmer 1710 infrared Fourier transform spectrometer with infrared microscope) identified the crystals as calcium oxalate and the amorphous material as bilirubinate.
Discussion
Jejunal diverticula are uncommon. Postmortem studies describe a prevalence of 0.3-1.3%2,3, 50-60% of which are multiple4. They are false diverticula and are probably acquired. Nearly 50% are associated with diverticular disease of the colon6.
The majority are asymptomatic6. Those that present usually do so with chronic manifestations ofabdominal pain, flatulence or a malabsorption syndrome due to the overgrowth of intestinal bacteria within the diverticulum. Acute complications include diverticulitis (leading to perforation and abscess formation) and haemorrhage7. Intestinal obstruction may complicate jejunal diverticulosis due to adhesions to* the diverticulum, small bowel volvulus, or diverticulitis4 though obstruction due to an enterolith is rare8'9. Enterolith obstruction may occur by local encroachment on the jejunal lumen by the stone or by expulsion ofthe stone and impaction distally. This is unusual since the diverticulum has no muscle in its wall. A review10 of small intestinal obstruction due to enteroliths from proximal small intestinal diverticula (including duodenal) collected 25 cases from the world literature.
Enteroliths are rare in man but are common in horses forming around the nidus ofthe husks of oats. In man, the nidus may be a fruit stone, cellular debris from food or bacteria. False endogenous enteroliths are commoner than true". They develop, often in the presence of stasis, by the inspissation of intestinal contents (e.g. facoliths and meconium ileus). They may form from the collection of large amounts of ingested indigestible material as bezoars. Substances may be precipitated by absorption of their solvents (e.g. varnish stones encountered in varnish drinkers) or by dehydration of suspensions of insoluble salts (e.g. barium sulphate or magnesium and aluminium salts in antacid preparations).
True endogenous enteroliths develop from the precipitation of substances normally found in solution in the gastrointestinal tract. They may be composed predominantly of bile constituents or mineral salts. A wide variety of intestinal organisms are capable of splitting conjugated bile salts to form choleic acids. Bile salt enteroliths tend to form in the proximal small intestine and are associated with duodenal and jejunal diverticulosis7""',12. Bile pigment enteroliths have not been reported.
Mineral salt enteroliths are extremely rare.
Singleton" found only 14 cases in the literaturenearly all of which were associated with distal small bowel strictures due to Crohn's disease or tuberculosis. Mineral salts are less soluble in alkali and therefore tend to be precipitated in the distal small intestine. They are usually salts of calcium-phosphate or carbonate. This patient's enterolith is unusual. Firstly, it was composed predominantly of calcium oxalate and had developed in ajejunal diverticulum. Calcium oxalate stones are extremely rare in the intestine and have never been described in association with jejunal diverticula. Secondly, bile pigment has not been described in any previously reported small intestinal enterolith which has been analysed. 
Case report
The patient, a 59-year-old man, first presented to another hospital with a short history of voiding difficulty culminating in acute retention of urine. Investigation at that time revealed a mass in the pelvis arising above the prostate. Examination under anaesthesia and transrectal biopsy showed the mass to be comprised of seminal vesicle tissue. The patient declined surgical removal at this stage but managed to void normally after removal of his urethral catheter. Three years later this time in Cambridge, he again presented in acute retention. Following urethral catheterization, a large mass in the pelvis was found on rectal examination. An intravenous urogram showed this pelvic mass displacing the bladder base to the left. Cystoscopy was carried out under general anaesthesia which confirmed an extrinsic mass indenting the right side of the bladder. Transrectal biopsy of the mass showed seminal vesicle with normal epithelium. The connective tissue contained large amounts of smooth muscle and was oedematous, but there was no evidence of malignancy. An abdominal CT scan at this stage (Figure 1 ) confirmed a 120 mm cystic mass arising from the right seminal vesicle.
Two weeks later, laparotomy was performed with a view to removing the mass. At operation, there was a 120 mm diameter tumour arising from the right seminal vesicle which appeared to be cystic. During the dissection, the mass ruptured releasing a clear seminal vesicle which appeared to be cystic. During the dissection, the mass ruptured releasing a clear gelatinous fluid into the peritoneal cavity. Subsequent piecemeal removal ofthe mass continued, leaving only a small amount of seminal vesicle on the right side. Histology of the excised specimen showed a multilocular cyst (cystadenoma) of the seminal vesicle which was felt to be a true primary tumour rather than a developmental or retention cyst. The tumour contained compact glandular structures but there was no evidence of malignancy. It was suggested that the histological appearances were analogous to those seen in pseudomucinous cystadenoma ofthe ovary and that the seminal vesicle tumour may show a similar propensity to pseudomyxoma peritonei.
His subsequent recovery was marked by the drainage of large quantities of serosanguineous fluid from the peritoneal (pelvic) drain. In the first 24 h after surgery, 1.5 litres of fluid drained from the abdominal cavity. The amount of drainage gradually increased with each day, culminating in 8 litres draining on the 7th postoperative day. In the 7 days after surgery, a total of 30.2 litres of fluid were drained from the peritoneal cavity.
Although no cytological examination was made of the fluid, measurement of its electrolyte, urea and 
